There is some debate as to whether idiopathic granular or haemorrhagic proctitis is a local form of procto-colitis ('ulcerative' colitis) . Further, the terms 'granular' and 'haemorrhagic' suggest that there is more than one form of idiopathic proctitis. In February 1951 a prospective study of patients with idiopathic proctitis was begun in the medical clinic at St. Mark's Hospital, and this report presents the findings in 100 patients seen during the first 10 years.
DEFINITION
For the purpose of this study, idiopathic proctitis is defined as an inflammatory condition of the rectal mucosa manifested clinically by abnormal sigmoidoscopic appearances described below: a clear upper limit beyond which the mucosa appears normal; an apparently normal colon on barium enema x-ray examination; and failure to identify a specific cause for the inflammation. This series comprises all patients who fulfilled these criteria when first seen in the medical clinic.
An upper limit to the disease was recorded at the first visit in 77 patients: in the other 23 patients an upper limit was not recorded at the first visit but was recorded within one month. In certain cases in this series barium enema examination suggested the presence of some muscle spasm in the sigmoid colon (N. P. Henderson, personal communication). Investigations, besides barium enema, included culture of the stools, microscopic examination of mucosal scrapings, mucosal biopsy, and serological tests when these appeared indicated.
SOURCE OF CASES AND METHOD OF STUDY
Patients were referred to the medical clinic by the surgical staff but not every case of proctitis seen at the hospital was referred. As St. Mark's Hospital 201 deals only with diseases of the rectum and colon, and as only a proportion of cases of proctitis seen during the 10-year period was referred to the medical clinic, this series cannot be regarded as unselected.
Each patient's progress was followed wherever possible by direct observation or, failing this, by obtaining reports from other hospitals or the patient's doctor, or by postal contact with the patient. The source of the follow-up data at two and five years is shown in Table III told us that near relatives had suffered from proctocolitis. Details are shown in Table I .
SYMPTOMS All but one of the patients complained of passing blood per rectum. Blood was often accompanied by other discharge and might be mixed with loose stools, streaked on solid stools, or passed alone with flatus. Enquiry revealed that frequent bowel actions, normal bowel habit, and constipation were each experienced by about one third of the patients during an attack (Table IJ) . The variation in the sigmoidoscopic appearance from time to time, either with treatment or during spontaneous exacerbation and remission of the disease, has been studied in this series by analysing the changes seen in 56 of the 100 patients who were sigmoidoscoped at least five times. In 46 of the 56 patients the mucosa was oedematous and bled freely to light touch on one occasion and was granular and non-friable on another. In 28 patients the mucosa bled freely to light touch on one occasion, appeared granular and non-friable on another, and a 'normal' vascular pattern was present on a third occasion. The granular phase and normal vascular pattern, but no haemorrhagic phase, were seen at different times in seven patients. In only one patient was the mucosa haemorrhagic at every examination, and in only two patients was the mucosa granular and not haemorrhagic at every examination.
A sharp transition may be seen between oedematous friable mucosa extending upwards from the anus and the 'normal' vascular pattern higher in the rectum. In other cases there may be a transition zone of granularity separating the haemorrhagic mucosa below from the clear vascular pattern above, or the inflammation may be patchy, some areas appearing almost normal and others abnormal. The level of transition between abnormal and 'normal' mucosa may vary in any patient from time to time. In 21 of the 56 patients sigmoidoscoped at least five times the level of transition was less than 15 cm. from the anal margin at every examination. In other patients an upper limit to the abnormal appearance was seen at the first visit; at a subsequent visit the mucosa might appear inflamed as far as could be reached with the sigmoidoscope. At later visits, a level of transition between abnormal and normal appearances might be seen again. Outside this series we have observed an upper limit to the inflammation in several patients with extensive procto-colitis as the disease passed into remission: we have also seen an upper limit to the inflammation early during relapses of established extensive procto-colitis. PROGNOSIS The condition of our patients has been assessed two and five years after their first visit to the clinic. As the clinic was started in 1951 and this report was written in 1961, a two-year follow-up was possible for patients seen between 1951 and 1959 and a five-year follow-up for patients seen between 1951 and 1956. The most interesting data concern patients who attended the clinic with a short history of the disease as they are more likely to be representative of all cases of proctitis than those with a long history. In Table III , which presents the followup data, the patients are divided for this reason into groups according to the length of time they had had symptoms at their first out-patient visit.
From this table it can be seen that a five-year follow-up was possible in 39 patients. Of these, two patients developed typical ulcerative colitis involving the whole colon and three patients developed colitis involving the left side of the colon. There was one death from colitis. Colectomy was performed in three patients, one of whom suffered from disease confined to the rectum with stricture formation. Sixteen of the 39 patients had had symptoms for less than six months at their first visit; two of them developed generalized colitis and one of them died after colectomy.
A two-year follow-up was possible in 69 patients and three of them developed colitis. Out of 25 patients with an initial history ofless than six months, two developed extensive colitis within two years.
The disease spread to involve the colon in three patients not included in the two-or five-year followup and one of these patients required colectomy. Brief details of all the patients in whom the disease spread or in whom surgical treatment was required are set out in Table IV (Milligan, 1933; Thaysen, 1934; Brooke, 1953a; Hardy, 1953; Rice-Oxley, 1953; Cropper, 1955) have distinguished a relatively benign granular or haemorrhagic proctitis (or procto-sigmoiditis) from the generally recognized procto-(ulcerative) colitis. Distinctions between the two conditions have been based on differences in symptoms, constitutional upset, sigmoidoscopic appearance, histological findings, and prognosis. Some state that inflammation may, if rarely, begin in the rectum or recto-sigmoid and extend proximally up the bowel (Brooke, 1953b; Hardy, 1953; Rice-3 Oxley, 1953) but even so maintain that a fundamental distinction exists between proctitis or proctosigmoiditis and procto-colitis. Other authors (Goligher, 1953; Naish, 1953; Hill, 1957; Truelove, 1959) Goligher (1953) and Hardy (1953) that the sigmoidoscopic appearances in proctitis are similar to and usually indistinguishable from those seen in generalized procto-colitis. In our experience it is very rare to see ulceration in the rectum through the sigmoidoscope (ulceration is frequently simulated by beads of mucopus which can be moved with the tip of the instrument), even though histological examination of biopsy specimens usually reveals superficial ulceration. This failure to observe macroscopic ulcers is supported by examination of diseased colons removed at operation on account of severe colitis. In these specimens deep ulceration rarely involves the bowel distal to the sigmoid colon (Lockhart-Mummery, 1959 ).
PROGNOSIS Our follow-up data suggest that the inflammation spreads proximally up the bowel in 10% or more of cases. We have observed extension of the disease seven years after the first symptoms and patients in whom spread subsequently occurs cannot be separated in the initial stages from those in whom the disease has not so far progressed.
PATHOLOGY Our few observations support the findings of Truelove (1959) , based on a large series of biopsies, that the histological appearances of rectal mucosal biopsies in proctitis and generalized proctocolitis are identical. We differ from Thaysen (1934) in finding crypt abscesses in proctitis just as in procto-colitis.
CONCLUSIONS
To conclude, we believe that there is no fundamental distinction between proctitis and generalized procto-colitis; differences between them can be ascribed to the small area of bowel involved in the one and the large area in the other.
Our observations on patients who were sigmoidoscoped on more than five occasions show that the appearance of the rectal mucosa changes from time to time. These changes explain the terms 'granular' and 'haemorrhagic' proctitis, which are not two conditions but two phases of one disease.
